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A B S T R A C T Objective To gain a deeper understanding of healthcare providers’ perceptions on the
abortion counselling they provide and its usefulness.
Method We conducted in-depth interviews with 16 healthcare providers working in the
Lisbon metropolitan area. The interviews were then subjected to content analysis.
Results We identified the following themes on abortion counselling description: receiving
the woman and understanding her request; providing information; supporting decision-
making; managing emotional and psychological issues; addressing contraception; managing
third-party involvement; offering psychological counselling; informing about the State’s
support and offering social counselling. All participants described counselling as useful but
valued different aspects of it: information provision; addressing contraception to prevent
future unplanned pregnancy/abortion; emotional support; decision-making support;
addressing emotional issues beyond abortion; enticing women to seek healthcare in the
future; preventing poor emotional post-abortion adjustment. Counselling was considered of
no use to change the woman’s abortion decision.
Conclusion The abortion counselling provided in Portugal is in tune with the latest
literature on the subject, following a client-centred approach focused on the provision of
information and emotional support. It can be improved, however, particularly in what
concerns the staff’s communication and counselling skills. Further research is needed to
improve the provision of abortion care in Portugal.
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I N T R O D U C T I O N
Before 2007, induced abortion in Portugal was
allowed only on the grounds of fetal anomalies (up
to 24 weeks), risk for the woman’s health (up to 12
weeks) or suspicion of rape (up to 16 weeks).
Although these indications still apply, since 2007
abortion on request may be legally performed up to
ten completed weeks of gestation, regardless of the
woman’s reasons for having it done1,2.
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According to the current legal regulations3–7, a
woman seeking an abortion must attend a compulsory
preliminary consultation aimed at establishing gesta-
tional age; collecting clinical data; providing her with
the necessary information to decide whether the
pregnancy will continue or be terminated; advising
her on the abortion method and post-abortion
contraception. A compulsory three days reflexion
period follows, during which she may obtain
voluntary psychological and/or social counselling
(provided by a psychologist and a social worker,
respectively). She can then freely discuss her choice
and/or receive additional information about the
support the State may provide to continue the
pregnancy. Before the procedure, she (or, if under
16 years old, her legal guardian) must give written
informed consent. The abortion may be carried out by
pharmacological or surgical means; a follow-up
consultation takes place two weeks later. The woman
should select and initiate a method of contraception
immediately after the abortion. In addition, a contra-
ception follow-up consultation must be scheduled
within two weeks post-abortion. Women are entitled
to be accompanied by a person of their choice through
the entire abortion process. All information provided
at any stage should be accompanied by official written
information drawn up by the Direcc¸a˜o-Geral da Sau´de
(DGS, the Portuguese Health State Department).
Induced abortion in Portugal requires the provision
of accurate information on the following issues:
gestational age; medical and surgical abortion (clinical
procedures, side effects, indications, contraindications,
advantages, disadvantages, risks, possible complica-
tions, instructions to be followed pre- and post-
abortion); legal and administrative requirements (time
frames, places and staff to resort to, existence of a
compulsory reflexion period, documents required);
possibility of obtaining psychological and social
counselling; State support to continue the pregnancy;
contraception follow-up consultation3–7. In sum,
health professionals are required to provide ‘general
abortion counselling’.
Prior to 2007, most abortions took place illegally or
outside the country1,8. Although relevant research was
conducted on illegal abortion8 and abortion in case of
rape or for fetal or maternal indications9, available data
were scarce, incomplete and unreliable. In the last
three years, research on legal abortion has been done10
and several scientific meetings were held. However,
there is still much to learn about the new Portuguese
reality. Since 2007, induced abortions carried out in
the country must be registered on-line and sent to the
DGS monthly by abortion providers4,7. This database,
which continuously monitors abortion across the
country, will be useful for future research. However,
it does not and cannot cover all relevant information,
including abortion counselling. Data on this aspect are
currently lacking in Portugal10,11.
Literature on abortion counselling worldwide
comprises guidelines12–17 and contributions of health
professionals and institutions working in the field18,19,
based mainly on clinical practice and unsupported by
theoretical frameworks. Yet, some authors have
presented abortion counselling models that follow
specific theoretical approaches (e.g., feminist20, cog-
nitive21) and both qualitative22,23 and quantitative24,26
studies have been conducted. Still, more research is
needed.
Much of the available literature suggests a client-
centred approach (focused on the specific needs of
each client) and emphasises the importance of client-
provider interaction in the provision of
care14,15,20,21,27,28. Based on the contributions of
several authors12–17,20,21,27,28, we identified what we
call key-elements with regard to abortion counselling,
namely, principles that should guide the intervention
of healthcare providers to guarantee good quality
client-provider interactions, thus, good quality care.
These key-elements are (1) confidentiality and
privacy, (2) neutrality, a nonjudgmental attitude and
respect for the client’s decisions, (3) empathy and
client-centred effective communication, and (4)
technical knowledge and basic counselling skills.
According to the same sources, abortion counselling
comprises the following dimensions: (1) decision-
making support; (2) provision of information and
obtainment of informed consent; (3) emotional
support and screening of psychosocial risk situations;
(4) management of third-party involvement; (5)
counselling on contraception and other sexual and
reproductive health (SRH) issues11.
Abortion counselling is consistently described as
useful. Its benefits include (1) more positive and
respectful client-provider interactions resulting in
higher client satisfaction; (2) less negative feelings
and pain related to lack of clinical information; (3)
greater compliance to follow-up care and effective
contraception (although some research29 shows
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otherwise); (4) prevention and management of poor
emotional post-abortion adjustment; (5) clients’ in-
creased participation in the protection and promotion
of their own health by further seeking healthcare in
the future12,14,16,26–28.
Healthcare providers both witness and actively
participate in the abortion process. Hence, it makes
sense to ask them about the obstacles and flaws they
come across in their daily work in order to come
up with solutions. Moreover, their perceptions on
abortion in general and the women they work with
in particular have important effects on the way they
act towards them14,16,30–32. Comparing their percep-
tions with those of women may help us understand
if healthcare providers fully comprehend the cir-
cumstances and experiences of the persons they
assist. Research on abortion counselling can con-
tribute to increase the feeling of satisfaction of the
staff and promote an effective use of the available
resources. It may both lead to new research
questions and contribute to enhance the quality of
the care provided.
The aim of this study was to gain a deeper
understanding of the perceptions of healthcare per-
sonnel on the guidance they provide throughout the
abortion process: what the counselling consists of,
how useful they find it and why.
M E T H O D S
Design
We used a qualitative, descriptive and exploratory
design and carried out in-depth interviews to collect
detailed information that was subjected to content
analysis. This technique is appropriate to describe
phenomena without using pre-established hypotheses,
and to organise and classify qualitative data33.
Participants
Participants were 16 abortion counselling providers
working in the Lisbon metropolitan area who were
selected by means of a convenience, heterogeneity and
snowball sampling method. Due to the exploratory
and descriptive nature of the study, we tried to address
a variety of counselling experiences, thus, selected
participants with various professions, working in
several types of healthcare institutions, and providing
diverse types of counselling, in different settings. As
we initiated the data collection, we asked the
interviewees to refer other people in the field who
might have different experiences from theirs and be
willing to participate. The characteristics of the sample
are described in Table 1.
Table 1 Characteristics of the participants (N¼ 16)
Characteristics N¼ 16
Sex
Female 14
Male 2
Age (Range: 24–55)
525 1
25–34 7
35–44 1
45 7
Profession
Psychologist 7
Nurse 5
Doctor* 3
Social worker 1
Type of healthcare institution
NHS primary care health centre 7
NHS general or maternity hospital 5
Private clinic 2
Non-governmental organisation 2
Type of counselling**
General 9
Psychological 3
General and psychological 3
General and social 1
Counselling setting
In person 15
Via telephone 1
Stage of the abortion process in which the
participant provided counselling
All stages of the abortion process 10
Before and after the abortion{ 6
*Two general practitioners and one gynaecologist/ob-
stetrician.
**Some participants provided more than one type of
counselling. All psychological counselling was provided
by psychologists and social counselling by social work-
ers. One psychologist provided only general counselling.
{All respondents who provided counselling before and
after the abortion worked in NHS primary care health
centres, where the preliminary consultation and the
contraception follow-up consultation take place but the
abortion itself may not be carried out.
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Procedure
Data were collected between October 2007 and May
2008. Participants were informed of the research goals
and the means of the data collection. They were also
told that all information gathered would be used solely
for investigation purposes and that both participants
and institutions would remain anonymous. Only one
institution, Clı´nica Os Arcos – Lisboa, explicitly asked
to be identified.
We conducted 16 semi-structured individual in-
depth interviews using a script comprising two
questions: (1) ‘‘What does the abortion counselling
you provide consist of?’’ and (2) ‘‘How useful do
you consider that counselling to be and why?’’ This
script was conceived both to help the interviewer
conduct the encounters and encourage participants
to freely discuss the topics addressed. In most
encounters, the interviewer felt the need to clarify
what had been said, invite the participant to further
develop a particular topic and/or explore issues that
were not part of the script but emerged during the
interview. The encounters took place face to face,
lasted 30 to 90 minutes each, and were fully audio-
recorded.
Data analysis
Interviews were transcribed verbatim and subjected to
content analysis in accordance with Bardin’s34 and
Vala’s33 recommendations. An initial coding frame
was derived both from the literature and from a
preliminary reading of the material. During the coding
process, the initial categories and subcategories were
adjusted, and new ones were created. The final coding
frame was obtained using a mixed method of
categories and subcategories’ definition – a priori and
a posteriori. We used sentences as the recording unit
(RU – the specific segment of content that is
characterised by placing it in a given category) and
paragraphs as the context unit (the larger segment of
content used by coders to assign RUs to categories)35.
However, when sentences expressed more than one
idea we divided them into several RUs to fit into
different categories or subcategories.
To guarantee reliability, two different analysts
coded parts of the data and compared their analyses,
discussing and solving inconsistencies (reproducibility
criterion). One of the analysts coded all the material
on three different occasions, always obtaining the same
analysis (stability criterion). All collected data were
coded (exhaustivity criterion) and each RU was
inserted in one single category or subcategory
(exclusivity criterion).
In addition to the thematic analysis, we conducted a
frequency analysis, using frequency of occurrence as
the enumeration unit (the unit based on which the
coders quantify the material)35. We considered both
the number of RUs found for each category and
subcategory in the whole corpus (i.e., the total
number of RUs in a category or subcategory) and
the number of interviews with RUs that fall into a
given category or subcategory (i.e., the number of
participants that mentioned a category or subcate-
gory). Given the descriptive and exploratory nature of
our study, we emphasised the thematic analysis in
detriment of the frequency analysis, which was used
mainly to attain an idea of the relative weight of
different themes.
R E S U L T S
Description of abortion counselling
We identified the following themes among the
respondents’ descriptions of the abortion counselling:
(1) Receiving the woman and understanding the abortion
request, understanding the context in which the
pregnancy occurred, and identifying its desir-
ability and meaning to the woman and her
reasons to end it.
(2) Providing information, and clarifying any doubts
related to the abortion process, including clinical,
legal and practical information. This was done by
all participants but one, who did not mention it.
Clinical information (on procedures, risks, pos-
sible complications, instructions to be followed
pre- and post-abortion) was the most frequently
provided type of information (46% of all RUs in
the category ‘Information Provision’ and men-
tioned by 14 interviewees).
(3) Supporting abortion decision-making. This comprises
the creation of an environment where the
woman feels she is heard and free to discuss,
reflect on and clarify her abortion decision (ten
respondents mentioned it). It also includes
ascertaining that the woman has pondered her
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choice, feels as little ambivalent as possible,
reached the decision herself and considers it to
be the most sensible one in those particular
circumstances of her life (six respondents men-
tioned this). All interviewees thought that most
women had made up their mind by the time they
approached the abortion service.
(4) Managing emotional and psychological issues. This
pertains to the provision of emotional support
(77% of all RUs in the category and mentioned
by seven respondents), monitoring the woman’s
emotional state (four interviewees mentioned
this), discussing future plans regarding pregnancy
and motherhood, and screening for previous
psychopathology (each of these subcategories was
mentioned by one participant). It was the
dimension of counselling mentioned by the
smallest number of interviewees (eight respon-
dents).
(5) Addressing contraception issues. It involves evaluat-
ing contraceptive measures applied before the
abortion (ten respondents), promoting awareness
and behavioural change in this regard (eight
respondents), providing information (nine re-
spondents), negotiating, selecting and prescrib-
ing/delivering a contraceptive (nine
respondents), promoting the uptake of a contra-
ceptive method that fits the woman’s character-
istics (six participants), monitoring her intention
to comply to contraception starting soon after
the abortion (five respondents), and referring her
to the contraception follow-up consultation or
other related services (13 respondents).
(6) Managing third-party involvement. It includes en-
suring whether the woman wants a third-party to
be present, screening for- and managing situa-
tions of pressure/coercion and/or disagreement
within the couple about pregnancy outcome,
and counselling the third-party separately or in
the woman’s presence. All participants accepted
the presence of a third-party, except for two who
worked in an institution that only allowed it in
special circumstances. Five usually received the
woman alone before calling in a third-party,
whereas five others saw them together through
the entire process. The remaining respondents
did not mention how they proceeded.
(7) Offering psychological counselling. This was men-
tioned by 14 interviewees. The approach differed
depending on the institution. In four, the staff
member who conducted the preliminary con-
sultation was the one who mentioned the
possibility of psychological counselling but only
to some women, according to their character-
istics and circumstances. In two institutions, that
staff member informed all women about this
service. In one institution, all pregnant teenagers
attended an initial Psychology consultation,
whether they sought abortion or not, while
adult women requesting abortion were all
presented with this option by the staff member
who received them. In another institution, all
women seeking abortion attended an initial
consultation with the psychologist.
(8) Informing about the State’s support and offering social
counselling. Most participants (14) mentioned this
dimension of counselling. However, only two
(who worked in the same institution) discussed
the State’s support with all and informed them
about the possibility to resort to social counsel-
ling. The other respondents only proceeded this
way with women they thought were in a
situation that justified it, namely: abortion
requests for mainly financial reasons; women
financially deprived who wished to continue the
pregnancy; acute ambivalence towards preg-
nancy; abortion requests after ten gestational
weeks; women who needed financial aid to
acquire contraceptives that were not provided
free of charge; domestic violence.
Table 2 summarises the frequency analysis of the
categories related to abortion counselling description.
Usefulness of abortion counselling
All participants described the abortion counselling
they provided as useful, relevant or important but
valued different aspects of it (Table 3).
Eight respondents thought counselling was useful in
terms of information provision, which allows the staff
to obtain the woman’s informed consent and eases her
anxiety towards the abortion process. Half of the study
group considered it useful to address contraception
issues, and, hence, prevent future unplanned preg-
nancy/abortion. Eight participants thought that emo-
tional support was the element that made counselling
useful, while six felt that it was decision-making
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support. However, these participants only considered
decision-making support relevant in the following
circumstances: when the woman shows no ambiva-
lence but finds in counselling a support for her
decision; and in the rare cases where she is truly
ambivalent and counselling can guarantee that she
reaches the decision that best suits her. Furthermore,
half of the respondents thought counselling was of no
use to promote a decision change since most women
approached abortion services with their choice made
and did not change their mind with counselling. The
fact that counselling might be an opportunity for
women to address emotional issues beyond the
abortion itself was what made it useful for four
respondents, mostly psychologists. Two participants
pointed out that a good counselling experience might
entice women to seek healthcare services in the future
and one psychologist stressed the fact that it could help
prevent poor emotional post-abortion adjustment.
Finally, three respondents mentioned the impor-
tance of receiving specific training on abortion care
and sharing their experiences in peer discussion groups
to improve their intervention.
D I S C U S S I O N
Our results on both abortion counselling description
and its usefulness are consistent with the literature on
the subject12–17,20,21,27,28.
The counselling provided by the interviewees
follows a client-centred approach that focuses on the
provision of information and emotional support
Table 2 Description of abortion counselling according to the 16 interviewees – Frequency analysis
Category
Total number
of RUs in the
category
% of RU in
the category
Number of
respondents who
mentioned the category
Receiving the woman and understanding
the abortion request
14 4% 9
Providing information 52 15% 15
Supporting abortion decision-making 40 11% 10
Managing emotional and psychological issues 35 10% 8
Addressing contraception issues 104 29% 16
Managing third-party involvement 50 14% 12
Offering psychological counselling 27 8% 14
Informing about the State’s support and
offering social counselling
32 9% 14
Total 354 100% -
Table 3 Usefulness of abortion counselling according to the 16 interviewees – Frequency analysis
Category
Total number
of RUs in the
category
% of RU in
the category
Number of
respondents who
mentioned the category
Information provision 13 20% 8
Addressing contraception issues to
prevent unplanned pregnancy/abortion
11 17% 8
Emotional support 17 25% 7
Decision-making support 14 22% 6
Addressing emotional issues beyond abortion 5 8% 4
Enticing women to seek healthcare in the future 2 3% 2
Prevention of poor emotional post-abortion adjustment 3 5% 1
Total 65 100% -
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according to the needs of each client. This suggests
that Portuguese healthcare providers are acting
according to current guidelines and models12–
17,20,21,27,28 instead of following an outdated approach
focused on the prevention of post-abortion emotional
sequelae and the provision of decision-making support
that used to be more common until the early
1980s18,19,21. Research has shown that most women
do not exhibit post-abortion emotional sequelae,
except in specific situations related either to individual
characteristics or particular life circumstances36. It is
also known that, when they approach an abortion
service, many women have already pondered on their
situation and made a decision12,21,37. Our interviewees
were very aware of this.
The results on the management of emotional and
psychological issues show that, although a majority of
participants regarded it as important, only half
described it as part of the counselling they provided.
This suggests that certain respondents did not feel
comfortable with or capable of providing this
particular dimension of care. All literature on this
subject emphasises the fact that a good client-provider
interaction requires both empathy and effective client-
centred communication12–15,20,21,27,28. It is, therefore,
essential to provide health professionals with the
necessary tools to meet these requirements, including:
(1) mastering basic communication and counselling
skills; (2) feeling comfortable and drawing pleasure
from their role as counsellors; and (3) being aware of
prejudice or personal beliefs that might affect the way
they act towards women. Achieving this requires
initial and continued training, as well as monitoring
the counselling provided through clinical supervision,
discussion groups, and anonymous client evalua-
tion16,30–32. Three interviewees explicitly mentioned
the need for training and clinical discussion groups.
Offering psychological counselling was described by
most participants as part of their intervention, which is
not surprising since it is required by law. Nevertheless,
we found some variability regarding the way this
service was presented. We believe this reflects the fact
that institutions differ in their modus operandi and,
although we do not consider it to be a problem, it may
have implications that are discussed elsewhere11.
Portuguese law requires women seeking abortion to
be informed of the possibility of attending psycholo-
gical counselling, yet this was not the procedure in a
number of institutions.
Offering social counselling and referring to the
State’s support were also mentioned by most respon-
dents. Again, this is not surprising since that procedure
is required by law. However, only one institution
applied it to all women. In all others, these issues
where addressed solely in specific cases. Several
participants pointed out that, for most women, it
made no sense to discuss social issues because they
were not seeking abortion mainly for financial reasons
and/or the State’s support was not enough to make
them reconsider their choice. From our point of view,
this seems a reasonable approach. Addressing social or
financial issues might also make a woman who seeks
abortion for totally unrelated reasons feel inadequate
or guilty. In this regard, the current Portuguese law
seems to mirror mainstream social representations on
femininity, motherhood and abortion19,23. Further-
more, as pointed out by Murphy19, it draws a dividing
line between a ‘selfish’ choice and a ‘responsible’ one,
emphasising the unacceptability of abortion for
women financially capable of supporting a child and
ignoring the fact that they might not want to become
mothers ever or they feel unprepared to raise a child at
that particular time of their lives. These arguments and
the results of our study suggest the need to conduct
research on women’s thoughts and feelings towards
this dimension of counselling in order to determine
whether it should remain compulsory.
Twelve respondents mentioned involving a third-
party in counselling. As recommended by law and
several authors12–17,21, third-party involvement was
only allowed if the woman desired it. Some
participants saw her alone before calling in a third-
party, whereas others met with both from the very
beginning. We find the first procedure more appro-
priate as it preserves the woman’s privacy and
enhances the chances to identify coercion/pressure.
One institution only allowed third-party involvement
in special circumstances. This procedure is contrary to
what is required by law and prevents women from
feeling supported by persons whose presence means a
lot to them, when they desire it. Research suggests
that the support of such persons or the lack of it have
an important impact on women’s abortion experi-
ence38.
As described earlier, the participants’ intervention
when a third-party was involved included screening
for and managing cases of pressure/coercion or
disagreement within the couple about pregnancy
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outcome and, less frequently, providing counselling to
persons escorting the woman. These findings suggest
that those persons seldom show enough distress to
justify the provision of individual or specialised
counselling. On the other hand, healthcare providers
may not be taking full advantage of third-party
involvement in abortion counselling. If women
consent to it, contraceptive issues could be addressed
with partners since it may enhance their involve-
ment in this regard and contribute to prevent future
unplanned pregnancy39. When relationship problems
emerge during the abortion process, counselling can
address these issues or the couple can be referred for
specialised counselling40. It is vital, however, to
ensure that women desire third-party involvement
in counselling; research on how women feel about
this is needed. Counsellors should have the
necessary skills to identify in which cases third-party
involvement is appropriate, to conduct it effectively
and to know when to refer clients for specialised
counselling.
All participants claimed to discuss contraception
during counselling and half considered it useful
because, in doing so, they could help prevent future
unplanned pregnancy/abortion. This line of thought is
in tune with most data in the literature that emphasise
the impact of abortion counselling on contraceptive
uptake and its preventive function in this re-
gard13,14,17,24–28.
Like two of our interviewees pointed out, a good
counselling experience might entice women to call
on healthcare services in the future, particularly
SRH care services. The attitudes and communica-
tion/counselling skills of health professionals are of
paramount importance in this regard30,31. They must
be aware of their own prejudices and beliefs to
avoid a judgmental or patronising behaviour towards
women that might dissuade them from seeking
further care or adversely affect their compliance to
contraceptives.
Several authors claim that abortion counselling
may be a good opportunity to address SRH issues
other than contraception, including the screening
and prevention of sexually transmitted infec-
tions13,14,24,27. The fact that this did not come up
in the interviews leads us to believe that it is no part
of the counselling provided by the interviewees. Yet
discussing these and other relevant SRH matters
might benefit women.
This study partially depicts what happened on the
ground during the first six to 12 months after the law
changed, in 2007. It has obvious limitations. It
resorted to a small non-probability sample that
included only healthcare providers working in the
Lisbon metropolitan area. It would be interesting to
replicate the investigation in other regions of the
country, especially rural areas, where things may be
different. Given the fact that the study is based on an
account of what abortion counselling is and not on its
direct observation, the results may not reflect the
reality.
Since abortion on request has only been legal for a
short time in Portugal, certain aspects of its imple-
mentation have yet to be investigated, with a view to
improving abortion care. Important areas of research
are: clients’ satisfaction with the services; adequacy and
effectiveness of different models of abortion care; the
impact of counselling on the way women and those
who accompany them experience the abortion process
and on contraceptive behaviour and post-abortion
SRH; conscientious objection and its impact on the
access to abortion. Finally, it would be interesting to
compare the results of this study with the accounts of
women and those who accompany them and to
replicate this study five to ten years from now with the
same participants in order to determine what changes
may have taken place.
This study reveals that the abortion counselling
conducted in Portugal is in tune with the current
literature, and that it follows a client-centred approach
which focuses on information and emotional support
provision. It also shows that abortion counselling is
perceived by healthcare providers as a useful service in
various ways. Nonetheless, it can be improved,
especially, with regard to the staff’s communication
and counselling skills. Further research is needed to
improve the provision of abortion care in Portugal.
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